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105p ¼ 0.009), with shorter adverse cardiac event–free
survival (p ¼ 0.049 for log-rank test comparison).
At follow-up, linear regression revealed the asso-
ciation of LVEF with LVLGE volume (b ¼ 1.03;
p < 0.001) and LVLGE index (b ¼ 1.26; p < 0.001),
deﬁned as LVLGE volume to myocardial volume ra-
tio. In the subgroup of patients without cardiac in-
volvement at diagnosis, LVLGE was less frequently
observed in those with (n ¼ 13) than those without
(n ¼ 23) noncorticosteroid immunosuppression
initiated at diagnosis (1 [8%] vs. 15 [65%]; p ¼
0.001). Interestingly, LVEF was similar at the time of
diagnosis and follow-up (58.3  14.1% vs. 56.8 
14.2%; p ¼ 0.30) or decreased from the time of
diagnosis to follow-up (54.8  12.3% vs. 49.9 
17.7%; p ¼ 0.02) when noncorticosteroid immuno-
suppression was or was not introduced at diagnosis,
respectively.
Table 1 provides unadjusted association of base-
line and therapeutic data with LVLGE and LVEF <50%
at follow-up. Of baseline data, myocarditis (odds ratio
[OR]: 14.82; 95% conﬁdence interval [CI]: 1.75 to
125.73; p ¼ 0.01; chi-square: 10.4; area under the curve
[AUC]: 0.68) and LVEF <50% at diagnosis (OR: 13.50;
95% CI: 2.56 to 71.13; p ¼ 0.002; chi-square: 12.9;
AUC: 0.72) were the only independent determinants
of LVLGE and LVEF <50% at follow-up, respectively.
Importantly, noncorticosteroid immunosuppression
yielded an association with LVLGE and LVEF <50%
at follow-up (Table 1). Using sequential logistic
regression analysis for prediction of LVLGE and
LVEF <50% at follow-up, the lack of introduction of
noncorticosteroid immunosuppression at diagnosis
(chi-square: 24.8 and AUC: 0.83 for prediction
of LVLGE; chi-square: 23.3 and AUC: 0.84 for
prediction of LVEF <50%) and noncorticosteroid
immunosuppression discontinuity index, deﬁned as
nontreatment to overall disease duration ratio (chi-
square: 19.1 and AUC: 0.82 for prediction of LVLGE;
chi-square: 19.6 and AUC: 0.84 for prediction of LVEF
<50%), provided incremental prognostic value over
baseline data (all p < 0.05 for increase in global chi-
square and AUC of receiver-operating characteristics
between observed binary outcome and predicted
probabilities from regression models). The effect was
unchanged when data on standard treatment of heart
failure (i.e., use of angiotensin-converting enzyme
inhibitors, angiotensin receptor blockers, beta-
blockers, and mineralocorticoid receptor antagonists)
were included in the analysis. In addition, after
adjustment for age, number of relapses, and
maximum level of blood eosinophilia, the extent
of myocardial damage at follow-up expressed as
LVLGE volume was associated with duration ofnoncorticosteroid immunosuppression (b ¼ 0.28;
p ¼ 0.03) or noncorticosteroid immunosuppression
discontinuity index (b ¼ 0.13; p ¼ 0.008).
Accordingly, the data indicate that the lack of or
inadequate duration of noncorticosteroid immuno-
suppression appear to be independent determinants
of cardiac involvement in EGPA and the extent of
myocardial damage is associated with insufﬁcient
duration of noncorticosteroid immunosuppression.
We believe that noncorticosteroid immunosuppres-
sion has the potential to limit myocardial damage and
deterioration of LV systolic function and should be
regarded as an effective strategy for preventing heart
failure in patients with EGPA.*Tomasz Miszalski-Jamka, PhD
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26:16–23.Delegation of Duties and
Professional StandardsI read with interest the letter from Drew et al. (1),
which commented on the suspected shrinking pool of
cardiologists who are willing and able to read the
standard 12-lead electrocardiogram. They suggested
that nurse practitioners should be trained to perform
Letters J A C C V O L . 6 5 , N O . 1 , 2 0 1 5
J A N U A R Y 6 / 1 3 , 2 0 1 5 : 1 0 1 – 9
106this task. In the same issue of the Journal, Drs. Patrick
T. O’Gara and William J. Oetgen, writing as leaders of
the American College of Cardiology (ACC), published
a statement on behalf of the ACC Executive Com-
mittee and Board of Trustees in which they addressed
the concerns held by many ACC members regarding
the American Board of Internal Medicine’s new
Maintenance of Certiﬁcation requirements (2). Such
concerns center on the ﬁnancial and time burden
imposed by the new requirements and question the
validity and utility of its demands.
I found the juxtaposition of these two papers to be
both serendipitous and insightful. They are reﬂective
of two trends that should be disturbing to the physi-
cian community. The ﬁrst trend is that the practice of
medicine is being ceded to nonphysician providers
either by choice (as in the proposal by Drew et al. [1])
or by the design of allied health professionals. There
are many clashes regarding scope of practice within
the various medical specialties. The ﬁeld of anesthe-
siology has been engaged in such activity for years,
with certiﬁed registered nurse anesthetists (CRNAs)
who desire to practice independent of physician
collaboration. Lest the majority of members of the
ACC believe this to not be a concern of theirs, I call
your attention to a policy statement from the South
Carolina Nursing Board in 2012 that a CRNA may
insert a transesophageal echocardiogram probe in
the operating room to acquire and interpret echo-
cardiographic images for surgical decision making
(memorandum from Saiza Elayda, Senior Specialist,
State Advocacy & Grassroots to ACC Advocacy Steer-
ing Committee; FTC Advocacy at the State Level;
June 1, 2012).
The second trend is that the various medical board
and certiﬁcation organizations, such as the American
Board of Internal Medicine, are increasing the com-
plexity, burden, and cost of achieving and main-
taining certiﬁcation; this is in contrast to
nonphysician provider advocates, who are simulta-
neously lowering the bar to their own ability to
mirror the practice of medicine by physicians.
Consider the attempt of the South Carolina Nursing
Board to simply declare the competency of CRNAs to
perform transesophageal echocardiography versus
the demanding standards of transesophageal echo-
cardiography certiﬁcation for physicians by the Na-
tional Board of Echocardiography.
There is certainly a role for allied health pro-
fessionals in the medical ﬁeld, and the collaborative
relationship with physicians is productive in proper
context. However, physicians must be mindful of
the not insigniﬁcant efforts to create an impression of
equivalency between physicians and nonphysicianhealth care professionals. It does not serve the in-
terests of the medical profession or the well-being of
our patients for this distinction to be eroded.*Kenneth Stone, MD
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(and Other Physician
Extenders) Are Not an
Appropriate Replacement
for Expert Physician
Electrocardiogram Readers
in Routine Clinical PracticeI read with great interest the letter from Drew et al. (1)
on ﬁnding electrocardiogram (ECG) readers in clinical
practice. I agree that there appears to be a dearth of
expert ECG interpreters in community hospitals,
where clinical cardiologists or electrophysiologists
may not always be readily available for quick ECG
interpretations, but I beg to differ that “nurse prac-
titioners specializing in cardiology” are the answer to
this problem.
Historically, ECG interpretation has been a funda-
mental part of clinical cardiology training as well as
an important part of general medicine training.
However, the current (over)reliance on emerging
diagnostic techniques and disappearance of quality
bedside physical examination skills during the
formative years of training means a gradual demise of
traditional skills such as ECG interpretation. The dif-
ﬁculty of mastering ECG interpretation is evident
from various clinical studies (2) as well as anecdotal
accounts. When I asked a group of 35 licensed phy-
sicians about their ECG interpretation skills, although
the majority (66%) self-reported that their skill level
